SUMMARY Four cases of tumours arising from Moll's glands, two benign mixed tumours of the skin (chondroid syringomas) and two adenocarcinomas, are reported. Three of the patients were over 40 years old. Contrary to the common assumption that malignant Moll's gland tumours are of low-grade malignancy, the two adenocarcinomas described here were highly malignant. Despite vigorous treatment, including orbital exenteration and lymph node resection, one was rapidly fatal and the other recurred with extensive involvement of the paranasal sinuses.
Tumours originating in sweat glands are rare.' 2 In the eyelids they may arise from eccrine or apocrine glands. Moll's glands are apocrine sweat glands at the lid margin from which both benign and malignant tumours may occur.' 2 Although cysts of Moll's glands are common, true neoplasms are rare.' The Moll's glands open into follicles of the cilia, the duct of the Zeis glands, or directly on to the lid margin. They differ from eccrine sweat glands in that they are larger, contain eosinophilic cytoplasm, and show decapitation secretion of apical cytoplasmic processes.
Most tumours of Moll's glands are small and asymptomatic. Clinically they are often misdiagnosed as cysts, papillomas, fibromas, molluscum contagiosum, seborrhoeic keratosis, or other benign lesions. Many histological varieties of apocrine tumours have been described, including adenoma, pleomorphic adenoma, hydrocystoma, cystadenoma, and adenocarcinoma.' Other authors have considered papillary syringoma, papillary hidradenoma, and cylindroma to be of aprocrine origin.-Tumours of the Moll's glands are apocrine gland tumours, and their histological features distinguish them from eccrine sweat gland tumours. Moll's gland tumours are generally made up of glandular tissue or tubules that usually comprise two layers. The inner cells frequently retain the characteristic secretory appearance of apocrine sweat glands, though squamous metaplasia also occurs. The outer layer, Correspondencc to Dr C. Ni (Fig. 3) . In some areas these cells had proliferated to such a degree that they almost obliterated the lumen. small, dark nuclei. Perineural invasion of the tumour was striking (Fig. 4) foci. In Aurora and Luxenberg's' case the lesion was judged to be of apocrine origin according to the following criteria: lid margin location, eosinophilic cytoplasm of tumour cells, decapitation secretion, and demonstration of intracellular iron-positive granules. The biological behaviour of the tumour could not be evaluated because the follow-up period was too short.
Evidence that the tumour in our cases 3 and 4 originated in the Moll's gland included its irregular, coiled glandular structures, its eosinophilic columnar epithelium with decapitation secretion, a typical double layer of cells in the tubules, and cystic dilation of the tubule with papillary infoldings from the cyst wall.
Cases 3 and 4 in this report demonstrates that Moll's gland tumours can be highly malignant. Radical surgery including exenteration should be considered as early as possible in Moll's gland carcinomas. Irradiation has been claimed to be effective in some cases,") but the result in case 4 of this series does not support this claim.
